Introduction
Sarcoidosis is a multisystemic idiopathic granulomatous disease: the lung is the most common organ involved by the disease, but any organ can be involved [1] . Serosal involvement is rarely reported, especially when it is the unique manifestation of the disease [2] . Only 36 cases were reported in the literature published in English until 2008 [3] . Peritoneal involvement can manifest as fluid accumulation within the peritoneal cavity (ascites) or soft tissue infiltration: Computed tomography (CT) is an excellent means of detecting and characterising the disease, which can frequently mimic malignancy [4] . Moreover CA 125 serum level may be elevated and this entity may be confused in several cases with ovarian carcinoma [1, 5] . The presence of non-caseating granulomata suggests the diagnosis of sarcoidosis, but the absence of other causes of granulomatous disease, especially tuberculosis, must be documented [6] . Clinically there is abdominal pain, vomiting or more rarely hiccups and intestinal obstruction [6, 7] and sometimes a decrease in appetite and signs of ascites [8] ; in three cases a rare occurrence of an association with pleural effusion has been described [9] . We shall describe the case of a man presenting with an adhesive small-bowel obstruction suggesting peritoneal neoplasm.
Case report
In January 2009 a 57 year old man, affected by chronic psychiatric illness, was taken to the Emergency Department presenting with complaints of left-sided abdominal pain, nausea and vomiting. In his past clinical history there was diabetes and diverticulosis of the colon. His abdomen was diffusely tender. X-ray film of the abdomen and water-soluble contrast transit time demonstrated adhesive small-bowel obstruction. An abdominal CT scan was performed and showed no ascites but peritoneal thickening and small size nodular enhancement ( fig. 1) . A CT scan of the thorax showed a solitary pulmonary nodule. Due to a persistent untreatable obstruction, a laparotomy was carried out. The abdominal picture found by surgeons was characterised by abdominal adhesions in addition to soft tissue nodules involving the peritoneum and described as being like a carcinomatosis. Laboratory findings were normal except C-reactive protein 1.00 (normal range 0-0.50) serum angiotensin-converting enzyme 67 U/L (normal range 18 -55); CA 125 level was normal, as was blood cell count. The PPD tuberculin skin test was negative. Histopathologic findings consisted of non-caseating epithelioid cell granulomas, occurring individually or more rarely packed in an irregular nodular form. The granulomas were usu- Peritoneal involvement continues to be a rare manifestation of sarcoidosis: its involvement is not always isolated and sarcoid granulomas are also found elsewhere. Peritoneal diseases tend to have an increased incidence in women. Peritoneal involvement presents as ascites, as peritoneal thickening and multiple soft tissue nodules, and can often simulate peritoneal carcinomatosis. We describe a case of a man pre- 
Discussion
Gastrointestinal involvement of sarcoidosis is rare (1% of all cases) [10] and sarcoidosis of its serosal surface is reported even more rarely; presentation is between the second and fourth decade of life with an increased incidence in women [10] . Isolated peritoneal involvement appears in a small number of described cases as presented in a recent review of 36 cases [9] . The peritoneal cavity is a potential space enclosed by visceral and parietal peritoneum. This serosal membrane also forms the mesenteries, lines the omenta and partially or completely covers abdominal and pelvic viscera. The small-bowel mesentery, enclosed by folds of the peritoneum, extends diagonally from the duodenal junction in the left upper quadrant to the ileocecal valve in the right lower quadrant. This, in combination with a series of other mesenteries (trasverse mesocolon, sigmoid mesentery) and ligaments (coronary, gastrohepatic, hepatoduodenal, falciform, gastrocolic, splenorenal and phrenicolic), formed by peritoneal reflections and attachments, leads to anatomic compartmentalisation of the peritoneal cavity [11] . Overall, computed tomography (CT) is an excellent means of identifying the normal anatomy of the peritoneum and detecting and characterising peritoneal diseases. Peritoneal diseases are most commonly identified on the CT as ascites and/ or soft tissue infiltration of the peritoneal ligaments and mesenteries. Although a variety of relatively common peritoneal processes can be observed, most notably peritoneal carcinomatosis to gastrointestinal or ovarian tumours uncommon non-neoplastic conditions can also involve the peritoneal and subperitoneal spaces [4] . This different group of non-neoplastic conditions includes systemic diseases such as eosinophilic gastroenteritis and amyloidosis, tumour-like conditions such as aggressive fibromatosis or inflammatory pseudotumors, and atypical infections such as tuberculosis, Whipple disease and actinomycosis [4, 11] . Sarcoidosis can be categorised as both systemic and granulomatous disease involving on rare occasions the peritoneum [7] . Laparotomy or laparoscopy is always required to reveal the involvement of the disease in the visceral and parietal peritoneum, because of the small size of the nodules, which may escape detection on the CT scan [8, 9, 12] . Peritoneal sarcoidosis should be considered in the differential diagnosis with tuberculosis, fungal infections and carcinomatosis: in several cases tumour marker CA 125 level is high and can arose suspicion of ovarian malignancy [5] . Peritoneal sarcoidosis is a very rare condition and it can be misinterpreted as a metastatic disease or endometriosis:an elevated CA 125 has been reported in connection with sarcoidosis and should be considered in determining the diagnosis, above all in the presence of predominantly lymphocytic ascitic liquid. Moreover, the exclusion of peritoneal tuberculosis is essential, even in the context of a negative PPD, because the disease is non-specific and may coincide with immunosuppression [13] . Most cases of peritoneal sarcoidosis usually have a benign course, evolving spontaneously or with a short course of corticosteroid therapy [3] , sometimes with the addition of methotrexate [14] . TNFα-blocking therapy has been proposed in the management of refractory sarcoidosis [14, 15] with discontinuous results. In short, we have described a rare case of isolated peritoneal sarcoidosis simulating peritoneal carcinomatosis and presenting with acute abdominal obstruction. When the isolated disease is present it has non-specific radiological imaging and only a biopsy may lead to a definitive diagnosis.
